This study explores factors influencing condom use among Swedish women and men who visited a sexual health clinic after unprotected sex during international travel. Semi-structured interviews were conducted with 25 women and 25 men. The data were analyzed using conventional content analysis. The informants' narratives were categorized as strategies and barriers. Strategies found were: risk assessment, testing, and treatment for sexually transmitted infections. The barriers were characterized as technical and personal or emotional. The findings indicate that sexual behavior may be different while traveling internationally, and that a release of social constraints and increased alcohol consumption were risk factors for practicing unprotected sex. Some of the strategies may be appropriate for the prevention of sexually transmitted infections, but several strategies and most barriers were used to explain why unprotected sex was practiced. Thus, people need the opportunity to reconsider strategies and strengthen confidence in their ability to use condoms. An individual-based approach employed within routine health care may support the practice of safer sex and prevent further transmission of sexually transmitted infections.
INTRODUCTION
Sexually transmitted infections (STIs) are a global cause of morbidity and complications, such as reproductive health problems. STIs do not always produce symptoms so they may be passed on to others without the carrier's knowledge (Holmes et al., 2008) . Unprotected sex with many partners is one of the strongest predictors for contracting an STI (Fenton et al., 2005; Sonnenberg et al., 2013) . A trend toward more risky sexual behavior with an increasing number of sexual partners and decreasing condom use during "first-date" intercourse has been found among Swedish university students (Tydén et al., 2012) . Furthermore, a previous history of STIs is a strong predictor for re-infection among women (Hosenfeld et al., 2009) and in clients at Swedish youth health centers (Sylvan et al., 2002) .
International travel is associated with risk-taking behavior in different populations (Rogstad, 2004; Mercer et al., 2016) . In Sweden, the frequency of STIs is lower than in other countries, consequently, the risk of being infected is higher for Swedes having unprotected sex abroad (Public Health Agency, 2014) . Thus, a significant proportion of Swedes diagnosed with an STI are infected from unprotected sexual contact outside the country; diagnosed cases of syphilis were 51%, gonorrhea 30% and HIV 80%. Interestingly for chlamydia, the most common STI in Sweden, "only" 6% of patients were infected abroad (Swedish Institute for Communicable Disease Control, 2012) .
In Sweden, STIs are classified in the Swedish Communicable Diseases Act (2004) as reportable diseases, with testing and treatment available free of charge. Healthcare professionals are required to report all cases of STIs to the County Medical Officer for Communicable Disease Control and to the Swedish Public Health Agency, which has the national responsibility for public health and disease control. To reduce further transmission and prevent medical complications of STIs, contact tracing is compulsory and mainly delegated to counselors at sexual health clinics. The partners of a diagnosed person are required to undergo an STI test. The diagnosed person or counselor will contact the partners in order to arrange testing and treatment if necessary. Partners who do not visit the clinic will be reported to the County Medical Officer, who may enforce testing.
The proper use of condoms is associated with a reduced risk of STIs in both women and men (Wasserheit, 1992) . However, Leval et al., (2011) found that women more often than men ensured that condoms were used extensively. A quarter of the participants in an online survey reported having never used condoms during international travel (Alcedo et al., 2014) and 36.8% of backpackers who had intercourse with a new partner when they visited Thailand reported inconsistent or no condom use (Lewis & de Wildt, 2001 ). Only 54.5% of backpackers visiting Australia reported using condoms "always" or "most of the time" (Fischer et al., 2015) .
To understand risky sexual behavior among travelers, the Triandis Theory of Interpersonal Behavior (TIB) was used as a framework (Maticka-Tyndale et al., 2007; Milhausen et al., 2006; Marcantonio et al., 2016) . TIB is a three-level model, in which level 1 consists of the person's characteristics and prior experiences; level 2 consists of cognition, affect, social determinants, and personal normative beliefs that influence intentions; and level 3 combines prior experiences, intentions, and the situational and environmental conditions that will predict whether or not a specific behavior will be practiced. These studies found that predictors of risky sexual activities during travels were: situational experiences, prior sexual experiences, cognitive beliefs, subjective social norms, peer sexual activity, previous sexual experience, environmental involvement, historical condom use, and intention to engage in risky sex (Maticka-Tyndale et al., 2007; Milhausen et al., 2006; Marcantonio et al., 2016) .
Sexual health clinics regularly meet people who wish to be tested for STIs after international travel. The clinic teams perform an important role, with responsibilities such as contact tracing and condom counseling. However, Swedes travelling abroad constitute a heterogeneous group that may be difficult to reach with targeted prevention measures (Public Health Agency, 2014) . To develop more effective interventions aimed at preventing the transmission of STIs and to support the practice of safer sex, healthcare professionals need increased knowledge about high-risk sexual behaviors and awareness of international travelers' attitudes to protected sex. There is a lack of qualitative studies in which attitudes to sexual behavior are examined; thus, this study was conducted to capture experiences of and attitudes to condom use in Swedes having had unprotected sex during international travel, expressed in their own words.
METHODS

Study design
A qualitative descriptive design with open-ended interviews was selected for this study, as qualitative research may be used to describe experiences and attitudes (Sandelowski, 2000; Polit & Beck, 2008) .
Participants
The study took place at a sexual health clinic at Uppsala University Hospital, Sweden. The sampling was purposive using the inclusion criteria: women and men visiting the clinic after having had unprotected sex while traveling abroad in the last six months, aged 18 years or over, and who were tested for STIs. Participants were consecutively enrolled and invited to the study. Of those invited, only one person, a man, declined participation. The enrollment continued until 50 people were included, 25 women (median age 24 years, range 20-51) and 25 men (median age 23 years, range 20-58). Two women had had sex with women and four men had had sex with men. Seventeen participants (34%), six women and 11 men, were diagnosed with STIs. Sociodemographic and clinical data are shown in Table 1 .
Data collection
The first author, a medical social worker with experience of clinical work as well as qualitative interviews, performed the interviews. Physicians and nurses at the clinic were responsible for recruitment, and mediated contact with the interviewer. The individual interviews took place at the clinic during patients' regular visits, except for three people (one woman and two men) who were interviewed the day after their visit. The interviews lasted 15-35 min (mean 21 min) and were audio recorded. All participants were asked about protected and unprotected sexual contact during the last six months in Sweden and abroad, to describe instances of sexual contact, and to reflect on factors influencing condom use.
Ethical considerations
Participants received verbal and written information about the aim of the study, and were advised that participation was voluntarily, that they could withdraw from the study at any time, and that data were treated confidentially. No compensation for participation was offered. Participants were included after informed consent. The study was carried out in accordance with the Code of Ethics of the Declaration of Helsinki, and 
Data analysis
The interviews were analyzed by qualitative conventional content analysis as this method can be used to describe a phenomenon (Hsieh & Shannon, 2005) . Interviews with men and women were analyzed separately according to the following steps: interviews were read word by word; parts of the text relevant to the study aim were identified, compared for similarities and differences, and sorted into subcategories; subcategories were organized into a smaller number of categories depending on their relationship and sorted into themes; and examples for each subcategory were identified from the data. The preliminary structure was discussed among the authors, and resulted in new categories and recoding of previously analyzed interviews until all authors were satisfied with the hierarchical structure. An example of the coding procedure is shown in Table 2 . The TIB was utilized as a framework to understand the results.
RESULTS
The analysis resulted in two themes: "strategies" and "barriers." The findings are presented for women and men together, and any differences between them are noted in the text. The themes, categories, and subcategories are presented in Table 3 .
Strategies
Risk assessment for sexually transmitted infections (STIs)
Based on perceived sexual partner's characteristics. Informants chose to not have sex with the most attractive people, assuming that these people might have sex with many partners, or with people they had heard were promiscuous. They felt safe without condoms when they had sex with partners who made a good impression, had a good personality, and seemed to be orderly, reliable, educated, and intelligent:
"I only have sex with people who seem to be decent and risk-free" (no. 9, woman, 29 years).
Based on perceived prevalence of STIs. It was more important to use condoms in some countries than in others and most important in countries where informants believed STIs were common. Europe and the United States were described as similar to Sweden, where informants felt safe. Informants used condoms in countries where they were unfamiliar with the prevalence of STIs and with routines for testing: "If I was going to have sex in Africa and India I would always use condoms" (no. 35, man, 22 years). However, after a while in a new country, they felt more familiar and became careless with condoms.
Based on "knowing" a partner. The informants felt confident and safe to have sex with someone they knew. However, the definition as to when they "knew" someone varied. It could be someone they had spent time with for just one evening, someone they had had sex with once before, or someone they have known for a long time. With someone they knew, informants thought that they did not need to use condoms:
"We used [a] condom in the evening but not in the morning afterwards when we knew each other" (no. 50, man, 29 years).
Women: Asking a partner about STI risks
Informants asked their partners about STIs, and if the partner denied having an STI they felt safe enough:
"I ask if he has been tested and hope that he is telling the truth" (no. 25, woman, 25 years).
Men: During sex with prostitutes
Participants explained that they were careful and used condoms when they paid for sex: "It's important to use condoms when I know that someone is a prostitute" (no. 26, man, 23 years). However, when they had sex with a partner who requested and received gifts but not money, they were not as careful
STI testing and treatment
Women: Avoiding complications
Informants were aware of the risk of complications from STIs, such as infertility. They underwent testing and treatments after unprotected sex in order to prevent complications:
"The risk of transmission is probably bigger abroad and I don't want to be infertile" (no. 5, woman, 25 years).
Men: Protecting partners from STIs
Participants considered the potential complications for women and underwent testing and treatments after unprotected sex to protect a future partner from STIs: "I am getting tested because I don't want to infect a partner" (no. 30, man, 42 years).
Barriers
Refrain from making own decisions
Leaving the decision to partners. Condoms were unimportant for some informants and they thought they would deal with the situation if they acquired an STI. They used condoms if the partner wanted to, but otherwise they had sex without condoms: "The partner can decide, if she wants to use condoms it's okay" (no. 46, man, 21 years).
Influence of friends. Peer pressure influenced informants' attitudes to condoms. If their peers were against condoms, so were the informants. It was considered important to follow the rules of the group in order to be included in it. One example of peer pressure was contests to have unprotected sex with the greatest number of partners:
"We travelled to a party place and after a while I did the same thing as everyone else: had sex with many partners without [a] condom" (no. 24, woman, 29 years).
Unaware of STI risks. Some informants were not aware of the risks, for example, that STIs could be transmitted through oral sex. After having been in a steady relationship for a long time, some informants said they had forgotten the risk of STIs:
"I didn't know that you can catch STIs from oral sex" (no. 48, man, 22 years).
Women: Returning generosity
Informants described that they returned generosity by having unprotected sex. Sex was seen as a reward and gratitude for courtship with gifts or dinners:
"I let him decide, he didn't want to use condoms, he had offered me so much, it was lots of fun" (no. 4, woman, 24 years).
Hesitation to raise the issue of condoms
Difficulty stating own preferences. Informants described feelings of insecurity toward partners who were older, more experienced, or more urbane. When these partners were unwilling to use condoms, the informants had difficulties raising their objection:
"With a partner who was older than me I dared not say anything, he was the most experienced of us" (no. 6, woman, 24 years).
Condoms potentially ruin the mood. Some informants did not want to raise the issue of condoms as it could be embarrassing and could cause an interruption that ruined the atmosphere: "It's good if the guy suggests a condom but I usually don't say anything, I find it embarrassing and it wrecks the mood" (no. 4, woman, 24 years).
Women: Afraid of being considered promiscuous
Informants explained that suggesting condoms might lead their partner to believe that they have sex with many partners: "It's better if the partner suggests the use of a condom because you don't want to risk being seen as promiscuous" (no. 12, woman, 22 years).
Men:
The question of condom use may diminish the opportunity to have sex Informants reported that suggesting condoms may lead partners to say no to sex because of dislike of using condoms, or because the issue may raise suspicion that they have an STI or that they have had sex with multiple partners: "I usually have protected sex with girls. Once I had sex with a man, then I didn't say anything about condoms because it was so important that we really should have sex" (no. 44, man, 22 years).
Anonymity during international travel
Not having to be responsible. The informants felt free from social contraints during international travel, where it was considered okay to relinquish self-control and to live in the moment. Informants expressed that they could have sex with multiple partners and try out new ways of having sex during travel. Some felt that unprotected sex was feasible because they did not have to meet that person again and there would be no contact tracing:
"Abroad you might be taking time off from everything, also from condoms" (no. 43, man, 34 years).
No risk of being judged. Informants explained that if they had sex with many partners in Sweden, especially unprotected sex, there was a risk of attaining a bad reputation. They thought that it was more acceptable to have sex with many partners when they were travelling and that the possibility to be anonymous reduced the risk of ruining their reputation:
"At home you can get a reputation and be branded if you have sex with many partners without condoms" (no. 16, woman, 21 years).
Influence of alcohol/drugs
Impairment of judgment and technique. Informants' alcohol consumption increased during travel, and alcohol and drugs were considered to influence judgment. During alcohol intoxication, informants' caution was lower, the issue of condoms reduced, and informants were more careless about the consequences:
"I wouldn't have had unprotected sex in Thailand if I'd been sober" (no. 34, man, 23 years).
Men explained that alcohol impedes the ability to put on a condom properly:
"When you are drunk, you are more clumsy and it's difficult to put on the condom, so then you ignore it" (no. 37, man, 24 years).
Pleasure and arousal
Condoms reduce pleasure and arousal influences judgment.
Some men thought that sex was better without condoms and therefore avoided using them. Others thought that arousal was a barrier to condom use as their high excitement blocked everything but sex:
"If you don't put the condom on at the start, you get so excited that you don't care" (no. 47, man, 37 years).
Pain and discomfort
Condoms irritate the genital area. Some informants thought that intercourse with condoms caused pain and itching. They were either not aware or had not tried latex-free condoms as an alternative:
"With a condom it [genitalia] becomes dry and cracks" (no. 13, woman, 21 years).
Technicalities and access to condoms
Issues about buying and using condoms. Informants chose to have sex without condoms in situations when the condom had slipped off, was broken, or did not fit well. Some informants were embarrassed to buy condoms and therefore put off or failed to buy them. Others brought condoms and used them in situations when sex was planned or there was a possibility for sexual encounters. However, when sex was spontaneous and condoms were not available, they chose to have unprotected sex:
"We thought it was fun to have sex on the train -neither of us had a condom" (no. 14, woman, 21 years).
Some male informants worried about putting on a condom, both as a technicality and as an interruption that might influence their erection and the ability to have sex:
"It didn't work once with a condom and I didn't want to try using condoms after that" (no. 49, man, 23 years).
DISCUSSION
This qualitative descriptive study used open-ended questions to interview women and men who visited an STI clinic after they had had unprotected sex during international travel. The analysis revealed both strategies and barriers behind condom use.
Strategies behind condom use
The risk assessment was based on partners' characteristics, length of knowing the partner, and the specific country visited. Women asked partners about STIs and men used condoms when having sex with prostitutes. For women, the STI testing and treatment were based on avoiding complications, and for men to avoid transmission of STIs. According to the TIB, these strategies may be placed primarily on the second level, that is, cognitive components referring to judgment about the consequences of engaging in risky sex with specific people and in specific countries (Maticka-Tyndale et al., 2007 , Milhausen et al., 2006 .
Barriers behind condom use
A number of barriers behind condom use were identified in the analysis. For example, avoidance of making decisions about condoms may be related to the TIB second level with its components of social determinants, including peer influence (Maticka-Tyndale et al., 2007) . When Maticka-Tyndale et al. (1998) tested the TIB in a study of student behavior during their vacation, they found that peers had a great impact on each other and that peer groups formed pacts as to whether or not to engage in sexual activities during vacations.
The barriers also included avoiding raising the matter of using condoms because of difficulties expressing preference, to avoid ruining the mood, to avoid being seen as promiscuous (women), and because it might ruin the opportunity to have sex (men). These may be seen as components concerning affects and personal beliefs on the TIB second level (Milhausen et al., 2006) . Furthermore, these findings are consistent with previous studies showing that general attitudes, social norms regarding condom use, and dislike of condoms were important factors affecting condom use among heterosexuals (Sheeran et al., 1999; Crosby et al., 2014) .
Anonymity during travel and the influence of alcohol and drugs may be related to both the second and third level of the TIB, with the addition of the specific situational conditions, such as the new environment involved in international travel. These barriers have also been shown in a number of previous studies as important factors affecting condom use. Herold & Van Kerkwijk (1992) showed that international travel may bring a sense of freedom from at-home restrictions and a focus on having a good time, characterized by increased alcohol consumption. A number of studies have shown that alcohol and drug consumption, and sexual risk taking may co-occur (Bellis et al., 2008; Fillmore et al., 2009; Downing et al., 2010) . Furthermore, alcohol consumption at the first sexual encounter has been related to unprotected sex (Leigh, 2002) , and alcohol and drugs were predictors for engaging in unprotected sex in young Spanish women (Castelo-Branco et al., 2014) . In contrast to these findings, Truong et al. (2015) found that gay and bisexual men had less unprotected sex while traveling internationally.
The last categories concerned pleasure, discomfort, technicalities, and access to condoms as barriers to condom use. Awareness of these barriers has existed for more than two decades (for a review, see Ross, 1992) , and may be seen as both cognitive and affective components on the TIB second level.
Practice implications
The diversity of this group in terms of strategies for and barriers against condom use when travelling abroad underline the importance of individual-based approaches and methodologies to enable counselors and healthcare professionals at sexual health clinics and other relevant outpatient clinics to reach out to individuals with preventive care and action. A recently published Swedish study showed that young adults had positive attitudes toward prevention efforts concerning safe sex prior to traveling (Qvarnström & Oscarsson, 2014) . They preferred short reminders, links to reliable websites, or professionals to discuss the issue with. However, they were not aware that they could visit sexual health clinics for information or testing. To our knowledge, there is a lack of research addressing prevention drives directed toward people other than young men and women.
The risky sexual behavior found in this study was related to the TIB second (affects, personal beliefs, and peer influence) and third levels (situational conditions involved in international travel). These findings support the impact of acknowledging individuals' judgment of consequences and situational conditions, which are included in the TIB to guide the planning and development of more effective prevention and intervention programs (Marcantonio et al., 2016) . Information and counseling based on motivational interviewing methodology may be an appropriate approach for individually tailored interventions to reduce this behavior. Motivational interviewing has previously been shown to change high-risk sexual behavior and reduce chlamydia infection rates in women (Bohman, 2013) , and to increased condom use, a reduced number of sexual contacts, and a lower rate of chlamydia reinfection among both sexes (Lejelind et al., 2011) . In contrast to these findings, in a systematic review of the effect of pre-travel advice, Croughs et al. (2014) found that motivational pre-travel STI interventions were inferior to standard STI advice.
Strengths and limitations
Steps have been taken to ensure the scientific rigor of this study. We used purposive sampling of informants who visited a sexual health clinic after having had unprotected sex abroad to ensure that informants were familiar with the investigated topic (Sandelowski, 2000) . The interview guide with open-ended questions provided the informants the opportunity to share their experiences in a manner that ensured credibility, illustrated with authentic citations (Malterud, 2003) . The categories were derived from data during analysis, and the key words and hierarchical structure were discussed in the research group to ensure trustworthiness (Hsieh & Shannon, 2005) . Although the findings illustrate attitudes to condom use among international travelers, there were relatively few informants over quite large age range and they were recruited from a single sexual health clinic in a university city. Therefore, the results should be interpreted with slight caution and cannot be considered representative of all international travelers.
CONCLUSION
This sample of Swedish women and men who visited a sexual health STI clinic after unprotected sex during international travel describes experiences and attitudes influencing condom use. Some factors were strategies that may be appropriate for practicing safe sex. Other factors were strategies that were employed to facilitate unprotected sex while avoiding being infected with an STI. There were also a variety of barriers to condom use, explaining why informants had practiced unprotected sex. A release of social constraints and high alcohol consumption increased high-risk behavior during international travel. These factors need to be considered in the preventive work of counselors and healthcare professionals at sexual health clinics and other relevant outpatient clinics.
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